Primary Aorto-enteric Fistula in a 90-year-old Male  by Goonewardene, M. et al.
SHORT REPORT
Primary Aorto-enteric Fistula in a 90-year-old Male
M. Goonewardene, S. Rai and N. Lagattolla
The Treves Department of Surgery, West Dorset County Hospital, Williams Avenue,
Dorchester, Dorset DT1 2JY, U.K.
EJVES Extra 4, 52±53 (2002)
doi:10.1053/ejvx.2002.0172, available online at http://www.idealibrary.com onIntroduction
Primary aorto-enteric fistula is a rare life-threatening
cause of gastrointestinal bleeding. Patients rarely
display the expected clinical triad of abdominal pain
with gastrointestinal bleeding and a pulsatile abdom-
inal mass. The presentation can thus be misleading,
leading to a delay in diagnosis. We present the case of
a 90-year-old man with rectal bleeding caused by an
aorto-ileal fistula which was successfully repaired.
Case Report
A 90-year-old man presented with a 4-day history of
rectal bleeding associated with lower abdominal colic
relieved by passing stools. He described passing vari-
ously fresh blood with clots, or dark bloody stools on
four occasions. He lived alone and was previously
very fit and well with no medical or surgical history.
On admission he was pale, but haemodynamically
stable with a blood pressure of 155/92 and a regular
pulse of 80. The rest of the initial examination was
unremarkable except for a digital rectal examination
which revealed dark blood. Blood tests showed:
HB 10.1 WBC 10.2 HCT 0.302 PLT 321 Neut 9.1 Na
134 K 4.8 Urea 10 Creat 108. A clotting screen was
normal. Rigid sigmoidoscopy demonstrated dark
blood up to 20 cm, with no source evident. An upper
gastrointestinal source of blood loss was suspected,
and an urgent gastroscopy was arranged. This
showed no abnormality.Please address all correspondence to: M. Goonewardene, West
Dorset County Hospital, The Treves Department of Surgery,
Williams Avenue, Dorchester, Dorset DT1 2JY, U.K.
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worsened. Re-examination of his abdomen revealed a
pulsatile abdominal mass, which had been missed
initially. He was referred to the vascular team. As the
patient was still haemodynamically stable, and with a
presumptive diagnosis of ischaemic colitis with an
incidental abdominal aortic aneurysm, an urgent
abdominal CT scan was requested (Fig. 1). This
demonstrated an 8-cm maximal diameter infrarenal
aortic aneurysm, irregular in outline, with a consider-
ably eccentric lumen. The reporting radiologist made
note of the proximity of small bowel loops to the
aneurysm. There was no other potential source of
gastrointestinal haemorrhage.
He was taken to theatre. Through a long midline
excision, an inflammatory infrarenal aortic aneurysmFig. 1. CT Scan of the abdomen showing the irregular AAA. The
aorto-enteric fistula site is marked by the arrow.
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proximal right anterior aspect of the aneurysm sac,
and the sigmoid colon was adherent to the lower
part of the sac and aortic bifurcation. The ileal lumen
distal to the site of adherence to the aneurysm was
blood-filled, suggesting that this was a primary aorto-
enteric fistula.
The aorta and the iliac arteries were controlled. The
ileum was peeled off the aneurysm sac, confirming the
underlying fistula, which was seen to lead into thick
intra-aortic mural thrombus. The short segment of
ileum encompassing the site of the fistula was
resected, and the ends were anastomosed. The aneur-
ysm was replaced with an 18-mm Dacron tube graft
with the aneurysm sac oversewn. The greater omen-
tum was carefully interposed between the peritoneum
closed in front of the sac, and the overlying bowel
loops. The patient was recovered on the intensive
care unit.
Later on the day of operation, the patient developed
a cold pulseless right leg. A right femoral embolec-
tomy was performed under epidural, completely
restoring perfusion. After an otherwise uneventful
12-day stay in hospital he was discharged home.
Discussion
Primary aorto-enteric fistulae are rare. Secondary
aorto-enteric fistulae are more common, occurring
typically in those that have had previous aortic aneur-
ysm surgery, comprising a fistulous communication
between the proximal aortic anastomosis and the
overlying duodenum. Secondary fistulae may also
occur in the presence of aortic infection such as tuber-
culosis and syphilis.Primary aorto-enteric fistula was first described by
Sir Astley Cooper in a series of lectures published in
1818.1 Mirarchi reported that the duodenum is the
most common site of fistula formation, followed by
the jejunum, ileum, colon, oesophagus and stomach.2
The expected triad of abdominal pain, gastrointestinal
bleeding and pulsatile abdominal mass is often
absent,2,3 which may lead to a delay in diagnosis. In
a recent review of the literature by Lee, less than 25%
of cases presented with this triad.3 The most common
presentation was gastrointestinal bleeding in the pre-
sence of an aortic aneurysm. The authors mention that
over 200 cases have been reported since 1818, of which
81 came to surgery, with 51 successfully operated on.
The most successful procedure was an in-situ aortic
graft. Extra-anatomical bypass had the least desirable
outcome, with only two of the 17 patients surviving.
Primary aorto-enteric fistulae may be considered in
the differential diagnosis of any patient with persis-
tent unexplained gastrointestinal bleeding. CT scan is
the diagnostic procedure of choice, and immediate
surgery using a prosthetic in-line graft is the choice
of treatment as supported by the literature3 and our
experience.
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